Devlin, A B, Goldstraw, P, and Caves, P K (1978) . Thorax, 33, [612] [613] [614] [615] . Aortic valve replacement in rheumatoid aortic incompetence. Rheumatoid aortic valve disease is uncommon, and there are few reports of valve replacement in this condition. Aortic valve replacement and partial pericardiectomy was performed in a patient with acute rheumatoid aortitis and aortic incompetence.
Previous reports suggest that any patient with rheumatoid arthritis who develops cardiac symptoms should be carefully assessed for surgically treatable involvement of the pericardium or heart valves.
The commonest symptomatic cardiac valvar lesion in patients with rheumatoid arthritis is aortic incompetence, but aortic stenosis (Lassiter and Tassy, 1965) and mitral regurgitation (Carpenter et al, 1967) have been reported. Rupture of the sinus of Valsalva with complete heart block has also been described (Howell et al, 1972) .
This clinical experience contrasts with postmortem studies that show the similarity of rheumatoid and rheumatic cardiac disease with mitral, aortic, tricuspid, and pulmonary valvar involvement occurring in descending order of frequency. Aortic valve replacement (Roberts et al, 1968) for aortic incompetence is the only recorded cardiac operation for valvar disease in such patients. Six cases have been reported (Barker, 1971; Iveson et al, 1975; Yates and Scott, 1975) His plain chest radiograph showed cardiomegaly with pulmonary oedema. His electrocardiogram showed left ventricular hypertrophy with strain, the cardiac rhythm varying between sinus tachycardia and atrial fibrillation. He was apyrexial.
The results of full blood count and routine biochemical investigations were normal. His ESR was 87 mm in the first hour, and he had persistent microscopic haematuria. Blood cultures were repeatedly sterile.
Acute aortic incompetence with an aortic systolic flow murmur was diagnosed, but the aetiology of the valve lesion was not certain. Subacute bacterial endocarditis was thought to be the probable diagnosis.
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The patient recovered rapidly, and one year after his operation remains well. He A B Devlin, P Goldstraw, and P K Caves Discussion Rheumatoid heart disease has been a well-recognised pathological entity and is now much more often diagnosed clinically. The commonest lesion seen is pericarditis with an incidence varying from 11-50% in different post-mortem studies (Fingerman and Andrus, 1943; Young and Schwedel, 1944) . Careful clinical examination will detect the presence of pericardial effusion in 10% of patients with rheumatoid arthritis (Kirk and Cosh, 1969) , but with ultrasound this figure rises to 34% with an even higher figure of 50% in the subgroup of patients with subcutaneous nodules (Bacon and Gibson, 1974) . The vast majority of these pericardial lesions are clinically silent, but several case reports show that sudden death may occur from constrictive pericarditis or cardiac tamponade even in young patients with mild rheumatoid arthritis (Bevans et al, 1954; Stern and Sobel, 1961; Partridge and Duthie, 1963; Smyth, 1965; Latham, 1966) .
Rheumatoid granulomata affecting the heart itself are much less common; an overall incidence of between 1 and 3% has been recorded in postmortem studies of patients with rheumatoid arthritis (Baggenstross and Rosenberg, 1941; Bonfiglio and Atwater, 1969) .
Reports of valvar heart disease due to rheumatoid arthritis diagnosed during life are rare. We have found six reports of aortic valve replacement for rheumatoid aortic incompetence (Barker, 1971; Iveson et al, 1975; Yates and Scott, 1975) , although the certainty of the diagnosis in one of Iveson's cases appears doubtful. Aortic valve replacement was successful in five patients, the sixth patient dying after operation from generalised vasculitis.
A notable clinical feature in our patient was the short period over which he developed severe aortic regurgitation. Because 
